There was great oppression in the chest, the temperature was 101?, the breathing more rapid, and the pulse so quick, feeble, and irregular, as to be uncountable.
From the facts which were elicited, it was clear that in addition to the thoracic inflammation, which had existed during the winter, pericarditis with considerable effusion had set in. I directed that the patient should be kept perfectly quiet, should have a good supply of nourishing soup and milk, and brandy in frequent small doses. I visited him again at 5 p.m., and found the pulse hyperdicrotic, markedly affected with the respiration, but firmer, more regular, less rapid than it had been in the middle of the day. Tracing A shows the characters of the pulse at that time. During the evening the condition again got worse, and I was sent for at 10 p.m.
The pulse was then threatening to fail. A tracing (B) was obtained with difficulty, and it showed characters approaching those of the pulsus paradoxus of Kussmaul. The area of dulness, although considerably enlarged, was much less than I have often seen it in cases of pericarditis, but the danger to life was so obvious from threatened failure of heart, that I deemed it right to decide upon operative interference. I introduced the needle of a Wood's syringe towards the left margin of the area of absolute dulness in The subject of tapping the pleura in cases of cardiac disease is one which I should scarcely have thought of bringing separately under the notice of the Society, seeing that it is so obviously suggested by the condition of such patients, and might, therefore, be assumed to be very generally adopted. But I find that it is little used by practitioners, even such as have become familiar with tapping for pleurisy, and in four recent standard works upon diseases of the heart, into which I have looked for reference to this special point, I find no mention of the procedure. In these circumstances I hope that the Society will not consider that I am wasting its time in drawing attention to the subject.
There Amongst the many points of interest, the following appeared to him to be some of the chief. The case of pericarditis was interesting inasmuch as it did not, so far as he had gathered, appear to be due to rheumatism or any of the ordinary causes of pericarditis, but to have followed a chill. (Possibly it was secondary to some other inflammatory conditions within the thorax, which had resulted from the chill.) The hemorrhagic nature of the effusion was also of interest. Professor Stewart had given some authorities to show that the effusion was more bloody in the pericardium than in the pleura. He was not prepared to deny that this was the case, but hemorrhagic pericarditis was in his experience rare in the post-mortem room, except in cases of tubercle, cancer, or some general pathological condition, such as purpura. In his experience the effusion in cases of pericarditis was much the same as in cases of pleurisy. The main interest of the case was, however, the bearing it had on paracentesis pericardii. Professor Stewart was to be congratulated on the happy and successful issue of his treatment. Many of the points in the case went, he thought, far to establish the rules he had laid down for the performance of the operation. There were two points he would like to allude to. The point of puncture which Professor Stewart had advocated was not usually recommended. Almost all authorities agreed that the puncture should be made in the fifth interspace, midway between the nipple and the left border of the sternum, or if the heart were enlarged or tied down by adhesions, in the sixth or seventh inter- He saw no reason to change his opinion, and provided that the fluid was slowly withdrawn, and that no unfavourable symptoms arose during the operation, he saw no reason why the whole of the fluid, if possible, should not be withdrawn. At the same time, he was prepared to agree with Professor Stewart that the withdrawal of a small quantity of the fluid might be sufficient. He had more than once known the withdrawal of a small quantity of pleuritic fluid followed by rapid absorption, in consequence, probably, of the over-distension, with resulting pressure upon the veins and lymphatics, on the pleuritic wall, being removed. Most authorities were agreed that when the amount of fluid was so considerable as to seriously embarrass the action of the heart, paracentesis pericardii should be performed. Professor Stewart went much further, and recommended paracentesis should be practised even when a small amount of fluid was present, and when symptoms of failure of the action of the heart were prominent. The myocarditis, then he should think it his duty to try paracentesis. Given such an indication for tapping (which he had in this case, for he thought there was myocarditis present in it), he should be particularly careful not to draw off too considerable a quantity, because the muscular fibre of the heart might be too weak to admit of this. As to the point of puncture, he agreed with Dr Haddon, but preferred to go outside the nipple line, further away from the heart muscle so as not to injure it.
